
     Breastfeeding USA Helping LOG 
 

Name      _____________________________________________________   Date  ________________ 

 

Address  ______________________________________________________   Time  _______________ 

 

Phone     ______________________________Email_________________________________________ 

 

Question/Problem: 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________          

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

 

Healthcare professional has said: 

_________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 

Infant (Information) 

Name_______________________ Sex M  F  (Age) ____________ (Weight) _____________   

Supplementing?  Y  N    Own Milk     Donor    ABM        Quantity per 24 hours ____________ 
 

Other Family Members: ________________________________________________________________ 

_____________________________________________________________________________________ 

 

BC’S RESPONSE 
Suggestions:___________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Information sent:______________________________________________________________________ 

 

Referred by/ Referred to:_______________________________________________________________ 

Consulted BRAID  on________________ 

 

Follow up:  Date : ________________   

___________________________________________________________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Providing 

Evidence-

Based 

Information. 


